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Primary care doctors worldwide could be forgiven for 
feeling stuck in the middle of a supply and demand 
crisis, with the need to balance increasingly complex 
care for patients with provision of same-day access 
for all. Optimisation of workﬂ ow within primary care 
is essential to maintain this balance, so that the entire 
primary care team can be used eﬀ ectively, while providing 
safe, cost-eﬀ ective care that satisﬁ es patient demands. 
Demonstrations of access to primary care are often 
viewed by policy makers as a measure of overall success 
(or failure) of care. The UK Government has repeatedly 
prioritised improved access to general practitioners 
(GPs), partly in response to rising pressure on emergency 
departments.1 Implementation of the Aﬀ ordable Care Act 
in the USA has further emphasised shortages of primary 
care providers needed to deal with increased demand.2 
Indeed, reports of delays in access to care at a Veterans 
Administration Centre in the USA led to the resignation 
of Veterans Aﬀ airs Secretary General Eric Shinseki, and to 
national recommendations to improve access.3
John Campbell and colleagues’ randomised controlled 
ESTEEM trial,4 reported in The Lancet, compared three 
approaches to telephone triage of patients seeking 
same-day (but non-emergency) appointments in the 
UK: phone triage by GPs, phone triage by nurses using 
computer decision support, and usual care. Outcomes 
measured in 16 211 patients from 42 practices included 
primary care workload in the 28 days after the ﬁ rst 
same-day request, and costs and patient satisfaction. 
Practices that introduced GP triage had a 33% increase 
in the mean number of patient contacts per person 
over 28 days compared with usual care (2·65 [SD 1·74] 
vs 1·91 [1·43]; rate ratio [RR] 1·33, 95% CI 1·30–1·36), 
and those introducing nurse triage had a 48% increase 
(2·81 [1·68]; RR 1·48, 1·44–1·52).
However, introduction of GP triage reduced the number 
of face-to-face contacts with GPs by about 40% (RR 0·61, 
95% CI 0·54–0·69), and nurse triage reduced the number 
of GP face-to-face contacts by 20% (0·80, 0·71–0·90), 
although these ﬁ ndings were oﬀ set by far more phone 
contacts with a GP (an increase of ten times) or nurse (an 
increase of 100 times). Therefore, to some extent, the 
diﬀ erences in numbers and types of contacts between 
practices in the three groups represented redistribution 
of the workload, and all three groups had similar costs 
(approximately £75 per patient). The fact that GP or nurse 
triage led to increased numbers of consultations, overall, 
suggests that the barrier imposed by receptionists or 
other non-clinical staﬀ  ﬁ elding requests for same-day 
consultations might be inappropriate. Patients in the 
practices using nurse triage were somewhat less satisﬁ ed 
than those in the usual-care (mean diﬀ erence in overall 
satisfaction score of 3·94, 95% CI 1·88–5·99) and GP triage 
groups (2·60, 0·58–4·63), which contrasts with evidence 
from studies of nurse-led chronic disease management.5,6
Findings from ESTEEM echo those of smaller 
trials of nurse triage for same-day appointments in 
general practice, one of which reported a reduction in 
same-day face-to-face GP contacts, but an increase in 
routine face-to-face visits to the GP, and more phone 
contacts and face-to-face time with nurses.7 As with 
ESTEEM, this study also showed that the immediate 
workload was similar, but that tasks were redirected 
to others in the practice and rescheduled to later dates 
with nurse triage; however, unlike in the ESTEEM trial, 
the investigators recorded an increase in accident and 
emergency or out-of-hours visits, suggesting task 
shifting to these services.
What do these ﬁ ndings mean for primary care practices? 
Many primary care practices struggle with ever increasing 
demand from patients accustomed to round-the-clock 
services (and pressure from politicians and policy makers 
to satisfy this demand). Mere shifting of clinicians into 
triage roles is unlikely to free them from other duties. Our 
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experience with other innovations in primary care, such 
as electronic health records, is that many additional tasks 
initially claimed as time and cost saving have actually 
added to the daily workload. Furthermore, many patients 
seeking same-day appointments have complicated 
problems—a third of calls to a Danish after-hours service 
were linked to a chronic disease, and about half the 
patients in ESTEEM had long-standing health problems.4,8
Another key message is that all triage systems oﬀ er 
trade-oﬀ s between diﬀ erent uses of staﬀ  in primary care, 
and none are necessarily better than others. Experience 
and clinical reasoning skills during triage might be 
more valuable than computer decision support systems 
(which comprised 24% of the costs in the nursing triage 
group of the ESTEEM trial).9 Dealing with acute problems 
is a high-risk area of primary care and one where errors 
in judgment can take place.10 Use of nurses new to triage, 
and use of supporting software, is unlikely to replace 
experienced nurses or GPs.
Nevertheless, the ever rising tide of demand for 
appointments means that we need to ﬁ nd ways to 
encourage greater patient self-management when 
appropriate, new forms of consultation or advice (with 
email or online consultations, or by expanding the work 
of pharmacists), and research to guide speciﬁ c triage 
skills and clinical reasoning in primary care.
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In 1972, Liggins and Howie1 reported results of their 
landmark randomised controlled trial of antenatal 
corticosteroids for the prevention of respiratory 
distress syndrome associated with preterm birth. That 
trial provided clear evidence for the drug’s eﬃ  cacy to 
reduce respiratory distress syndrome and mortality 
in the 1218 infants enrolled.2 However, it was not 
until the publication of a consensus statement by 
the US National Institutes of Health3 (22 years and 
12 trials later, involving an additional 2138 infants), 
that this simple and cost-eﬀ ective treatment was widely 
adopted. This delay was highlighted by the Cochrane 
Collaboration who chose the systematic review of 
antenatal corticosteroids as their logo, emphasising 
that thousands of preterm infants would not have 
suﬀ ered or died unnecessarily had the available evidence 
been adopted earlier.4 Now, however, 40 years after 
publication of the original trial, there is still debate 
about the use of antenatal corticosteroids, this time in 
low-income and middle-income countries.5
In The Lancet, Joshua Vogel and colleagues6 report 
use of antenatal corticosteroids and tocolytic 
drugs in low-income and middle-income countries 
using data from the WHO Multicountry Survey on 
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